GROWING DISBELIEF
Sir, we read the opinion piece on The industrialisation of the dental profession (BDJ 2009 ; 206: 347-350) with a growing sense of disbelief. Everyone is entitled to their opinion but we would hope that the opinions published in the BDJ would bear a little closer relationship to reality than this one.
Cottingham and Toy see developments in the way the profession operates as an example of a classic production line approach being applied to the provision of dental services. They cite the increased use of ancillary staff members and the breaking down of treatment plans into manageable segments handled by different professionals as a justifi cation for that opinion.
This strikes us as a bizarre interpretation of the facts as we know them.
We have state funded services in England and Wales which operate under a contract that renders the use of ancillary staff less cost effective. That appears to be reducing dilution of the profession rather than the opposite. At the same time we have a burgeoning non-state funded sector which is dealing directly with the patient for its funding but selling a high quality relationship-based service provided by a named operative; precisely the opposite of the opinion of Cottingham and Toy. When large dental service providers have established independently funded services with treatment provided by whichever clinician happens to be handy at the time, they have not prospered.
Practices that use ancillary staff regularly do not parcel out treatment plans and patients do not routinely have their procedures carried out by three or four different people. There is a clear acceptance by many patients that prevention of periodontal disease begins with regular visits to the hygienist -the one and only group of ancillaries to have proved their independent value in terms of surgery space and earning capacity. Dental nurses have demonstrated their value to the profession as support workers making surgery work infi nitely more productive but it is not easy to see how a dental nurse can do very much if there is no dentist present. Taking radiographs and applying fl uoride varnish will assist progress with treatment but it hardly constitutes an industrial process.
A hygienist and a dentist working together in a practice could never be described as a 'factory' and the level of industrialisation is nil.
There are times in every dentist's life when it is necessary to resort to the support, advice and specialist treatment offered by a consultant or a better qualifi ed colleague, but this cannot be regarded as routine practice. Most GDPs are capable of delivering a well-rounded and competent treatment plan for most patients, with occasional help from their professional friends.
There is a separate argument that would support the establishment of bigger centres for dentists to operate from that would allow the development of all forms of clinical excellence under one roof. This would assist the patient in not having to fi nd several independent sources to build their own care pathway. Our existing primary care businesses are commonly housed in unsuitable buildings and there will come a time when a move is necessary. That does not equate to adopting a factory approach to the provision of care, just better premises offering economies of scale.
Patients have begun to place a greater value on their healthy mouths and dentists have recognised that the key factor in a successful patient relationship is a very personal level of interaction.
The principle of industrialisation is diametrically opposed to that most precious of healthcare principles -the constant effort to place the patient's welfare ahead of the welfare of the clinical team and ahead of the fi nancial aspirations of the business owner.
We have seen examples where the provision of healthcare by 'clinical teams' leads to fragmented care leaving the patient battered from pillar to post tracing the next step on their clinical journey. Patients often complain of falling through the gaps in service provision and a lack of directly attributable responsibility that belongs with one named individual.
This rejection of industrial methods is not based on some retrospective vision of 'the good old days', it is based on the experience of thousands of colleagues who realise that their patients are their best asset, richly deserving to be looked after in the way that patients prefer -by the person they have come to trust. The 'factory' is not a welcome innovation and it is certainly not an inevitable one; it is an unwelcome interloper and should be rejected in the best interests of our patients, ourselves and our profession.
One of the major reasons the corporate bodies in UK primary dental care have failed to make as much progress as they would like is that their business model is disliked by many patients who want to know before they enter the surgery who exactly is waiting to see them.
There may be some who think a factory approach to dentistry is the right Due partly to dental workforce shortages and service commissioning anomalies, the majority of UK care home residents, particularly when home-bound, are unable to access dental services. Therefore, any oral health care falls upon the nursing staff, despite the fact that dental topics are scarcely touched upon during medical and nursing education. Nearly all personal care for residents is in any event carried out by lower-paid care assistants who usually have no formal training, and among whom oral health is the most hated and least performed care procedure. have identifi ed the shared responsibility of all these agencies for the current state of affairs, and have recommended actions that must be taken at all levels in order to achieve a remedy. Neglect of residents' oral condition leads to impairment in quality of life, chewing ability and nutrition, and may place elders at risk of unwanted sequelae from chronic diseases, such as diabetes, cardiovascular disease and chest infections, where associations with poor oral health are known. With increasing numbers of older people now retaining natural teeth, the challenge of enabling frail dependent individuals to enjoy a healthy mouth is progressively more diffi cult. Publicly funded services often do not provide adequate coverage for routine dental care or domiciliary visits. Scarce fi nances are often spent transporting residents to emergency care when regular preventive care would be a more efficient use of funds.
Clearly, there must be a multidisciplinary response -and urgently -to the increasing oral health concerns of older adults who present with functional dependency, chronic disease, and are homebound or living in residential care. Anything less would be a form of elder abuse.
H. Frenkel Bristol 
CLARIFIED ELEVATORS
Sir, we would like to thank Fitzgerald and Sawbridge for their correspondence 1 in relation to our article on the history of commonly used dental elevators, 2 however, we would like to clarify a few points. We did not set out to give the entire history of dental elevators, but merely started the introduction to the topic at a point in time and stage of development/evolution when these instruments became noticeably similar to the modern day equivalents, and when associated dates and names became defi nite. The main thrust of the article is on the history of the modern day elevators ie Warwick James, Cryers and Couplands that are in current use.
As stated at the end of our article, 2 'The list of elevators currently available to purchase is extensive (at least 33 different named instruments!). These could potentially be the focus of a future research project.' Therefore, any of these could have originated from any number of sources, such as instruments in Roman times or at the time of Celsus, but we focused on three named modern day types. We would welcome any information on the origin of any of the other named elevators. Celsus may have described an operation which would (or could) require the use of an elevator; however, it is supposition to say that an elevator may have been required when no details of the instrument(s) available are described.
Firstly, from the text quoted, the description of the procedure fi ts more closely with the use of a curette type instrument ('scraped all round, that the gum may be loosened from it'). The concept that the gum may be scraped away from a tooth by an instrument that is not an elevator is described by Fauchard (1678-1761), who advised separating the tooth from the gum with a very sharp lancet 3 and also by Benjamin Bell who described a scarifi cator to freely separate the gums from the stump (in 1786). 4 Secondly, the next part of the procedure seems even closer to a description of an extraction with a forceps type device ('then it is to be shook; which must be continued till it move easily'). This is supported by the fi nding that forceps are the fi rst described oral surgical instruments, with the oldest dental forceps in existence dating back to 50 AD 5 and by the description of shaking a tooth with forceps before extraction with a Pelican in 1575. 6 Regarding the dental and surgical instruments from the Roman period, there is only very vague resemblance to modern day elevators, they could quite easily be curettes, retractors or probing/ exploratory instruments and we do not think it is possible to identify exactly what these instruments were used for, as Fitzgerald 
